SUmmARY 53 children with infective pericarditis were seen at the University College Hospital, Ibadan, between 1967 and 1976 
surgery, uraemia, malignancies, collagen disorders, endomyocardial fibrosis, or idiopathic cardiomegaly were excluded from the study. It should also be emphasised that the present series may not represent all the cases of infective pericarditis that passed through the hospital during the period as some of the patients might not have come to our attention.
Results
There were 53 patients (28 boys and 25 girls) and their ages ranged from 10 days to 15 years (mean 5-3 years). Two (4y%) of them were neonates, 26 (49 %.) were between 1 month and 5 years, 16 (30 Y.) between 6 and 10 years, and 9 (17%) were aged between 11 and 15 years.
Symptoms and signs. The commonest presenting symptoms were fever, cough, and breathlessness ( (Fig. 1) . Another interesting chest x-ray which posed some diagnostic problem was that of an 11-month-old girl who presented with a history of fever, cough, breathlessness, and a swelling in the neck. On examination she was pyrexic (390C) and had signs of cardiac failure and a left pleural effusion.
In addition she had a tender and fluctuant mass which seemed to arise from the thoracic inlet.
Although the mass did not move with swallowing, it increased in size whenever the child cried. The chest x-ray showed a large globular heart and a wide superior mediastinal shadow (Fig. 2 ). Diagnostic paracentesis of the left pleural cavity, pericardial space, and the cervical mass yielded pus. Postparacentesis chest x-ray showed pneumonediastinum with the air extending into the soft tissue in the neck. It was thus concluded that the cervical abscess was an extension of a large pyomediastinum. Satisfactory recovery followed drainage of the pus collections and administration of erythromycin, digoxin, and hydroflumethiazide.
Other radiographic findings were bronchopneumonic consolidation (12 cases) and pleural effusion (10 cases). The pleural effusion was on the left side in 7 patients, on the right in 2 others, and bilateral in one. Pericardial calcification was evident in one patient with purulent pericarditis.
Electrocardiographic findings. Electrocardiograms were obtained in all 14 patients studied prospectively and in one of the necropsy cases. Flat or inverted Twaves, the commonest abnormalities, were observed in 10 (67 %) of the 15 patients while 7 (47 %) patients had dwarfed QRS complexes. Other ECG abnormalities included S-T depression (4 cases), bifid P-waves (2 cases), and frequent but unifocal ventricular premature contractions (1 case).
Aetiological agents. Aetiological agents were identified on Gram-stain and cultures either of the aspirates or blood in 31 (58%) of the 53 patients. The commonest nontuberculous pathogens were Staphylococcus aureus, Escherichia coli, Pneumococcus, and Pseudomonas aeroginosa (Table 2 ). These organisms were isolated from the blood (6 patients), pericardial aspirates (9 patients), and pleural aspirates (4 patients). Three of the 4 patients with E. coli pericarditis were aged less than one year. Eight patients had histological evidence of tuberculosis in pericardial specimens obtained at necropsy while in 3 others the diagnosis of tuberculosis was made before Fig. 3a , 4 weeks later.
The cardiac size had returned to normal after pericardial drainage and administration of antibiotics, digoxin, and diuretics.
America (Benzing and Kaplan, 1963; van Reken et al., 1974; Strauss et al., 1975; F. Jaiyesimi, un- published data) have also stressed the rarity of infective pericarditis in childhood in these developed countries. It may thus be concluded from the present series, and that of D'Arbella et al. (1972) from Uganda, that infective pericarditis is a more common childhood disease in the developing countries than in developed ones. Poor sanitation, widespread malnutrition with its depressing effects on immune mechanisms (Chandra, 1972; Dossetor et al., 1977) , and the high incidence of bacterial respiratory infections (Abdel-Khalik et al., 1938; Mimica et al., 1971; Aderele, 1977; Silverman et al., 1977) , no doubt contribute to the high prevalence of infective pericarditis in children living in developing countries; but infective pericarditis is by no means a major childhood health problem in such countries. For example, it accounted for only 6 % of paediatric cardiac disorders (A. U. Antia and F. Jaiyesimi, unpublished data), and for less than 1 % of total paediatric admissions into University College Hospital, Ibadan, during this 10-year period. Similarly, during the same period 2079 necropsies were carried out on children aged 15 years and below, and the incidence of infective pericarditis was 0*02 %.
In the present as well as in other series (Horan, 1957; Al-Omari and Samarrai, 1971 ; D'Arbella et al., 1972; van Reken et al., 1974; Odi Assamoi et al., 1975) S. aureus was the most common aetiological agent. This organism has also been reported to be the commonest infectious agent in other conditions in our hospital (Aderele et al., 1974; Montefiore et al., 1974; Jaiyesimi, 1977 (Poynton, 1908; Poynton, 1934; Horan, 1957; Boyle et al., 1961) . In the present series the diagnosis was missed in 72 % of cases that came to necropsy. This high incidence of misdiagnosis may be due to the nonspecific nature of the presenting symptoms and the scarcity of characteristic signF. For instance, a pericardial rub is audible in only 15 to 25% of cases (Benzing and Kaplan, 1963) , while the intensity of the cardiac sounds may be normal in the presence of cardiac tamponade (Williams and Soutter, 1954; Nadas and Fyler, 1972) . Occasionally some of the characteristic signs may be obscured by those of a coexisting bronchopneumonia, lung abscess, or empyema, as was indeed the case in most of our patients. Similarly, the clinical diagnosis of effusive tuberculous pericarditis is fraught with pitfalls: the same globular, 'murmurless' heart may be due to endomyocardial fibrosis and the pericardial fluid chemistry may be similar in both endomyocardial fibrosis and tuberculous pericarditis (Antia, 1968; Somers et al., 1971 ). In such clinical situations a right ventriculography may be the only method of differentiating between these two conditions.
The spectrum of associated conditions in the present series is similar to that described by previous authors (Boyle et al., 1961; Benzing and Kaplan, 1963; van Reken et al., 1974) . However, the extensive pyomediastinum which was found in one patient has not, to our knowledge, been previously reported.
The factors which have been reported to have adverse effects on the prognosis in purulent pericarditis are overwhelming infection (Horan, 1957) , and inadequate evacuation of the pus within the pericardial cavity (Al-Omari and Samarrai, 1971) . In the present series prognosis appeared to have been adversely affected by septicaemia, coexisting suppurative lung disease, and misdiagnosis with failure to institute appropriate treatment. Rooney et al. (1970) suggested that prognosis in tuberculous pericarditis might be adversely affected by delay in diagnosis and treatment, as well as by the mechanical constraints which pericardial inflammation imposes on myocardial compliance. As only 3 of our prospectivelystudied patients had tuberculous pericarditis we cannot make any valid statements on the prognosis in that category of patients.
The failure to recognise many cases of infective pericarditis before death highlights the need for a high index of suspicion on the part of clinicians, particularly those who practise in the developing countries where the disease is relatively more common. The onset of cardiac failure in any child with bronchopneumonia, empyema, or lung abscess should always arouse a suspicion of purulent pericarditis. In addition to frequent clinical and radiographic evaluations, a diagnostic pericardial tap should be mandatory in all such patients; and a venous angiocardiogram may be required occasionally to demonstrate a loculated pericardial effusion. The need for these invasive procedures, however, can be obviated by echocardiography, this being a noninvasive and perhaps the most sensitive method of detecting pericardial effusions (Feigenbaum et al., 1966; Moss and Bruhn, 1966; Feigenbaum, 1972; Meyer and Kaplan, 1972) . Furthermore the ease with which echocardiography can be repeated renders it invaluable in assessing the course of a pericardial effusion. 
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